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What This Study Adds: By utilising a cross-cultural and cross-national 
perspective, this research extends knowledge about the prevalence and 
predictors of rural late-life depressive symptoms in Australia and America. 
With nearly one in three older rural Australians and Americans reporting 
feeling depressed, this research highlights the importance of developing 
culturally-appropriate and socially-acceptable interventions and support 
programmes for rural communities.  
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Abstract  
 
Objective: To examine the predictors of depressive symptoms among 
older married rural Australian and American men and women, using 
comparable measures from two separate studies.  
Design: Postal survey for Australians; telephone interviews for 
Americans.  
Setting: Rural Australia (6 states and 2 territories) and America 
(Virginia).  
Participants: Older married rural men and women, aged 65 years and 
over, in Australia (n=216) and America (n=156).  
Main outcome measures: Whether predictors of depressive symptoms, 
specifically demographic factors, health, pain, functional limitations and 
social networks, differed according to nationality or sex.  
Results: Approximately one third of older rural Australian (37%) and 
Americans (28%) reported recently experiencing depressive symptoms. 
For Australian men and women, pain was the strongest predictor of 
depressive symptoms. For American women, dissatisfaction with social 
support predicted depressive symptoms, whereas no variable predicted 
depressive symptoms in American men.  
Conclusions: In the context of a globally ageing population, the fact that 
nearly one in three older rural people on two continents described 
themselves as recently feeling depressed is a troubling finding of 
considerable importance to both practitioners and policy makers. The 
findings raise questions about the cultural acceptance, definition, and 
manifestations of symptoms of depression in rural communities, as well as 
the role of different public health and support systems in the two 
countries.  
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Depression, a mood disorder characterised by chronic sadness and 
feelings of hopelessness, affects an estimated 150 million people at any 
one time.1 Experiencing symptoms of depression is a relatively common 
occurrence among older adults.2 Estimates that 44% of older adults 
experience minor depression and 4% are clinically depressed3 are 
particularly disturbing in the context of rapid population ageing, with one 
in four members of the world’s population predicted to be 60 years or 
older by 2050.4 The combination of rapidly ageing populations and late-life 
stressors may culminate in a dramatic increase in the number of older 
people reporting symptoms of depression, resulting in escalating 
economic, health and social costs.  
Ageing in a Rural Context 
Rurality may affect both the prevalence and predictors of late-life 
depressive symptoms, as rural residents differ from their urban 
counterparts in many respects. Rural residents are frequently described as 
highly independent, conservative, self-reliant and private individuals5 
living in a peaceful environment,6 enjoying life far removed from the 
stresses associated with urban living.7 Conversely, rural life also is 
characterised by limited resources and formal social support systems, with 
residents often living hours from their nearest neighbour or town.8  For 
older adults, life in rural locations can be particularly challenging as they 
manage the process of ageing, often living far from family and friends and 
without easy access to facilities and services that their urban peers take 
for granted. Hence, some view rurality as a risk factor for depression,9 
with typical universal predictors of depression such as poverty, pain and 
isolation exacerbated in rural environments.  
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In the last decade, few studies have explicitly investigated the 
predictors of depression for older rural men and women. The majority of 
research has been conducted in the United States and suggests that 
similar factors, such as demographic characteristics (e.g., sex, age), pain, 
health and social support, predict depressive symptoms in both older 
urban and older rural residents.10,11,12 In Europe, a British study found that 
older urban residents were more depressed than older rural residents,9 
whilst in the Asia-Pacific region, the majority of Asian13 and 
Australian14,5,15 research has focused on the general well being of rural 
residents and not specifically on depression among older rural Australians. 
Cultural Differences in Late-Life Depression  
In an attempt to understand, anticipate, and better manage the 
needs of a rapidly ageing global population, a few cross-cultural and 
cross-national studies have identified key similarities and differences in 
the global ageing process of older urban residents.16 With no published 
investigations of the predictors of depressive symptoms for older rural 
residents in a cross-cultural context, knowledge about how subtle 
variations in socio-cultural contexts, such as rurality and nationality, 
might affect the well being of older people is limited. Recently, Antonucci 
and colleagues,17 using comparable data from four developed countries 
(France, Germany, Japan and the United States), found that resource 
deficits (defined as widowhood, illness and poverty) and negative social 
relationships predicted depressive symptomatology for both men and 
women. Whether similar universal cross-cultural factors might predict 
depressive symptoms in older rural residents is unclear.  
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The purpose of this study was to identify predictors of late-life 
depressive symptoms among rural elders in Australia and America and to 
further understanding of how geographic differences in social and cultural 
contexts influence the experience and expression of depressive 
symptoms. A secondary objective was to enhance knowledge of 
depressive symptoms in rural Australia, as despite a national government 
initiative to raise awareness about depression,18 little is known about the 
mental health and psychological well being of older rural Australians.19   
Method  
American Participants  
Married men (n= 53) and women (n=114) were selected from an 
existing database of 2,034 adults aged 65 or older living in rural 
southwest Virginia. The original sample was obtained in 2000 using a 
targeted random sampling design, with a 50% response rate for the 
telephone interviews covering demographic characteristics, health, social 
support, and psychological well-being.20  
Australian Participants  
Rural married men (n=118) and women (n=107) 65 years of age or 
older who were members of National Seniors, an Australia-wide seniors’ 
organisation, participated in a national postal survey, the Australian Active 
Ageing Survey (Triple A). The 177-item survey, posted to 6,000 randomly 
selected members weighted according to Australian Bureau of Statistics 
population ratios, covered broad areas of work, learning, health, 
wellbeing, home environment, life events, and demographic 
characteristics. Response rate was 44%, with 2,645 completed surveys 
returned.  
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Measures 
We identified comparable items from the two studies that allowed 
the examination of key variables associated with depressive symptoms. 
When necessary, response sets for each item were recoded to ensure 
comparability of measures. Details about item selection, matching, and 
scaling are available from the first author.  
The dependent variable, presence of depressive symptoms, was 
assessed using one dichotomous question. Americans were asked if they 
experienced feelings of depression in the last week whilst Australian 
respondents indicated whether, in the past four weeks, they had felt 
downhearted and depressed.  
Seven predictor variables were examined: 
• Demographic Characteristics: sex, age, marital and workforce 
status, annual household income and educational attainment.    
• Overall Health: subjective rating of general health; anchored at 
“excellent” and “poor”, utilising a 4-point Likert scale.  
• Functional Health: number of limitations in activities of daily living 
(ADL), instrumental activities of daily living (IADL) and mobility. 
Responses were recoded as “limited” or “not limited” and summed. 
The range was zero to six limitations, with higher scores indicating 
a greater number of functional health limitations.  
• Pain: two items were assessed: subjective assessment of the 
presence of pain (dichotomous variable) and severity of pain (rated 
as mild, moderate or severe). 
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• Frequency of Contact with Informal Social Network: 4-point 
indicator of overall contact frequency, anchored at 0 (no or limited 
contact) and 3 (7+ interactions in the last week).  
• Satisfaction with Informal Relationships: overall satisfaction with 
the relationships with family and friends, measured on a three-point 
scale ranging from 1 (low satisfaction) to 3 (high satisfaction).  
• Presence of Confidant: dichotomous item that assessed whether 
participants had someone to trust and confide in.  
Statistical Analysis  
Using SPSS 10.0, chi-square tests were conducted to identify 
whether the independent variables differed according to nationality or sex. 
Only variables significantly related to depressive symptoms were included 
in the logistic regression analyses, with separate models computed for sex 
and nationality. 
Results  
Table 1 provides demographic characteristics of the sample. The 
differential recruitment methods utilised in the two studies are reflected in 
basic structural differences between the samples, with the Australians 
being significantly younger and healthier and reporting higher annual 
household incomes. The Australian sample members reported lower levels 
of education than their American counterparts, with nearly all older rural 
Australians reporting completion of primary education only.  
[Insert Table 1 about here] 
The health, functioning, social support and well being variables are 
displayed in Table 2. Overall, the Australian sample reported better overall 
health, fewer functional limitations and less severe pain. Nearly all 
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respondents could bathe and dress themselves, with only a small 
proportion of respondents needing help. For IADLs, Americans reported 
more functional limitations (driving, doing heavy housework, walking) 
than Australians (carrying groceries, walking up stairs). American men 
reported significantly more IADL limitations than Australian men. Although 
the older women reported equivalent numbers of limitations, the types 
differed across countries, with American women reporting transport and 
mobility limitations (driving, walking) whereas Australian women reported 
difficulties with carrying heavy groceries and walking up stairs.  
Most participants reported having at least one close confidant, with 
Australian men and women reporting more frequent contact with family 
and friends, and greater satisfaction with their social relationships, than 
Americans. Reports of depressive symptoms did not differ as a function of 
nationality overall; however, Australian women were significantly more 
likely than American women to report feeling depressed.  
[Insert Table 2 about here] 
Predictors of Depressive Symptoms  
Of the explanatory variables reflecting demographic, health, and 
social network characteristics, only three (functional limitations, pain, and 
satisfaction with social support) qualified for inclusion in the logistic 
regression models (see Table 3). For both Australian men [b =1.35, Wald 
2 (1, N = 118) = 10.0, p = 0.002] and women [b = 0.55, Wald 2 (1, N = 
107) = 3.82, p = 0.05], the only significant predictor of depressive 
symptoms was pain. For American women, depressive symptoms was 
predicted by their satisfaction with social support [b = 0.89, Wald 2 (1, N 
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= 114) = 4.29, p = 0.04]. For American men, depressive symptoms were 
not predicted by any variables.  
[Insert Table 3 about here] 
Discussion  
Despite the apparent similarity in rural lifestyles, predictors of rural 
late-life depressive symptoms differed as a function of culture and 
context. For Australian men and women, the key determinant of 
depressive symptoms was pain. Conversely, social support predicted 
depressive symptoms for American women. These findings suggest that 
subtle socio-cultural differences might affect the aetiology of rural late-life 
depressive symptoms, highlighting the need to develop culturally-
appropriate and socially-acceptable interventions and support 
programmes for rural communities.18,21 
Older Australian and American men reported similar rates of 
depressive symptoms (~40%), yet twice as many Australian women 
reported depressive symptoms as American women (41% vs. 23%). This 
finding is unusual as, regardless of locality, research consistently finds 
that men are less likely than women to report symptoms of depressive 
symptoms.22 One possible explanation is that women may adjust more 
successfully to retirement than men, who lose their occupational 
attachments, social network of co-workers, and a major anchor for their 
identities. Experiencing these simultaneous losses may influence older 
men’s outlook on daily life. A priority for future research is to examine the 
dynamics of well being of rural older adults, including its embeddedness in 
gender, and other multilayered contexts.  
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Of particular interest is the finding that pain predicted depressive 
symptoms for rural Australians, but not for rural Americans, who reported 
significantly more severe pain. At a structural level, differences in public 
health care and medical systems, and support for aged persons at 
governmental policy levels, could heavily influence perceptions of well 
being across the two countries. For example, the key principle 
underpinning the Australian public healthcare system is universal access, 
ensuring free access to healthcare for people who otherwise could not 
afford it.15 The healthcare system in the United States is largely driven by 
a “for profit” mentality23 and a culture that accepts limited access to 
health care. Perhaps if one cannot afford ongoing health care, pain is 
more likely accepted as part of “normal” ageing. 
Cultural differences surrounding the acceptance and definition of 
depressive symptoms may affect socially acceptable causes. For example, 
in Australia, there remains a strong stigma attached to mental illness and 
disclosure of social problems;24 hence, feeling depressed because one is in 
pain may be more socially accepted than feeling depressed due to 
emotional concerns. Conversely, in the American context, 
acknowledgment of the causal relationships among depressive symptoms, 
social, and emotional factors is becoming more acceptable. Although our 
data are not adequate to address why dissatisfaction with social support 
predicted depressive symptoms in older rural American women, but not 
Australians or American men, the finding suggests that the relation 
between pain and depressed affect may be further complicated by cultural 
beliefs and expectations. Further research is warranted to replicate and 
clarify our results. 
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It is important to note the limitations of this research. First, we 
compared data from two independently conducted studies. The differing 
methodologies and measures limit our ability to make causal statements. 
However, we attempted to err on the side of caution when identifying 
parallel variables and we recoded measures as conservatively as possible 
to achieve comparability. Although the validity of our approach is 
strengthened by the finding that reports of depressive symptoms did not 
differ as a function of nationality, intentionally designed cross-cultural 
research with consistent recruitment strategies, identical methodologies 
and larger sample sizes is warranted. A second limitation is reliance on a 
single-item indicator of depressive symptoms. It is important to replicate 
this study in investigations that include either a more extensive 
depressive symptom scale or clinical assessment of depression. 
Nevertheless, the finding that nearly one in three older rural 
Australians and Americans agreed that they experienced symptoms of 
depression recently is worrisome and of significance to health care 
practitioners and policy makers. These results point to the need for 
additional research aimed at understanding how social and cultural norms 
affect depressive symptoms both commonly and uniquely across 
nationalities. In turn, application of those results to the appropriate 
tailoring of supports to older rural adults experiencing depressive 
symptoms could yield fruitful evidence-based prevention strategies and 
interventions. The implications for policy include both the need for 
research support to carry out the investigations indicated here as well as 
funding for training of mental health practitioner and delivery of 
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comprehensive health care services targeted to the experiences of rural 
elders. 
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Table 1. Demographic Characteristics by Nationality and Sex  
 Nationality  Females  Males  
  
US 
 
AU 
 
Χ2 
US 
(n=114) 
AU 
(n=107) 
 
Χ2 
US 
(n=53) 
AU 
(n = 118) 
 
Χ2 
Age (M; SD) 73.2(6.0) 71.4(5.5) 3.06** 73.1 68.9 6.61*** 73.5 73.7 ns 
Income (AU$)   102.32***   44.82***   63.22*** 
< 30,000 57.2% 29.6%  54.5% 50.6%  61.6% 11.2%  
30,000 + 42.8% 70.5%  45.4% 49.5%  38.5% 88.7%  
Education   17.40***   11.87 ***   12.52*** 
Primary 16.9% 92.0%  16.8% 89.6%  17.0% 94.1%  
High School 53.0% 6.7%  54.0% 9.4%  50.9% 4.2%  
TAFE/College 30.1% 1.3%  29.2% .9%  32.1% 2.5%  
Overall Health   123.27***   61.69***   65.14*** 
Excellent/Good 26.8% 77.2%  30.4% 77.3%  19.2% 77.3%  
Fair/Poor  73.2% 22.6%  69.6% 22.6%  80.8% 22.7%  
***p<.001, **p<.01, *p<.05; ns, not significant 
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Table 2. Functional Limitations, Pain, Depression, and Social 
Support by Nationality and Sex   
 Nationality  Females  Males  
  
US 
 
AU 
 
Χ2 
US 
(n=114) 
AU 
(n=107) 
 
Χ2 
US 
(n=53) 
AU 
(n = 18) 
 
Χ2 
# Limitations 1.50 1.09 2.67** 1.3(1.17) 1.5(1.72) ns 1.8(1.56) .69(1.36) 4.51*** 
Experience Pain 63.3% 84.9% 24.31*** 58.8% 83.0% 15.51*** 73.1% 86.6% 4.54* 
Pain Severity   86.92***   45.12***   41.46*** 
Mild 9.9% 65.1%  9.2% 60.7%  11.1% 68.9%  
Moderate 57.4% 28.1%  56.9% 29.2%  58.3% 27.2%  
Severe 32.7% 6.8%  33.8% 10.1%  30.6% 3.9%  
Pain Rating (M; SD) 1.4(1.2) 1.2(.76) ns 1.3(1.21) 1.2(.83) ns 1.6(1.1) 1.2(.69) ns 
Depressive 
symptoms 
 
28.1% 
 
37.3% 
 
ns 
 
22.9% 
 
40.6% 
 
8.13** 
 
40.8% 
 
34.5% 
 
ns 
Social Support          
Contact Frequency   62.21***   46.57***   20.18*** 
~ Monthly 68.7% 61.6%  66.7% 63.8%  73.5% 59.6%  
Daily/Weekly 31.3% 38.4%  33.4% 36.2%  26.6% 40.3%  
Have Confidant  95.8% 91.6% ns 95.8% 93.4% ns 97.9% 92.6% ns 
Support 
Satisfaction 
   
23.73*** 
   
25.55*** 
   
8.65* 
Satisfied 75.9% 91.6%  76.1% 91.5%  75.5% 91.6%  
Somewhat Satisfied 21.7% 5.3%  21.4% 3.8%  22.4% 6.7%  
Dissatisfied 2.4% 3.1%  2.6% 4.7%  2.0% 1.7%  
***p<.001, **p<.01, *p<.05; ns, not significant  
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Table 3. Logistic Regression of Depression on Functional 
Limitations, Pain, and Support Satisfaction by Nationality and Sex 
Variables β  Wald p  
American Men: 
     Functional limitations 
     Pain Rating 
     Satisfaction with Social Support 
Australian Men: 
     Functional limitations 
     Pain Rating 
     Satisfaction with Social Support 
American Women: 
     Functional limitations 
     Pain Rating 
     Satisfaction with Social Support 
Australian Women: 
     Functional limitations 
     Pain Rating 
     Satisfaction with Social Support 
 
   -0.09 
    0.24 
    0.89 
 
   -0.24 
    1.35 
  21.73 
 
   0.32 
  -0.06 
   0.89 
 
   0.08 
   0.55 
 -0.37 
 
0.22 
0.80 
1.95 
 
1.07 
10.0 
0.00 
 
2.63 
0.08 
4.29 
 
0.42 
3.82 
0.54 
 
0.64 
0.37 
0.16 
 
0.30 
0.002 
0.998 
 
0.10 
0.78 
0.04 
 
0.52 
0.05 
0.46 
 
 
